Comment.-The sequence of events in all probability was as follows: Aged 18 months, primary tuberculous focus in the lumbar vertebrae, followed by haematogenous spread and miliary lesions in the liver and spleen but not in the lungs (calcified foci only, in both hilar regions). The recent pyrexial illness with extreme hepatic tenderness may have been due to secondary pyogenic infection of a caseous focus in the liver, as response to penicillin was prompt. Hoyle and Vaizey (1937) analysing 120 cas'es of chronic miliary tuberculosis collected from the literature found 13 with enlarged livers and 31 with big spleens, and only ,seldom were calcified mihiary foci demonstrated radiologically. Miliary tuberculosis of the lungs, whether healed or not, was the rule and the absence of this is noteworthy in this case. These authors suggest, however, that chronic miliary lesions may occasionally heal leaving little or no permanent structural change.
Fibrosis around the`m iliary foci probably accounts for the enlargement of liver and spleen although the tough irregular surface of the liver in this case suggests a multilobular cirrhosis. Amyloidosis is unlikely in view of the return to good health and the absence of albuminuria. Braeuning and Redeker (1931) consider the prognosis relatively good when the miliary spread occurs in early childhood', soon after the primary infection.
(2) Due to Diffuse Obliterative Arteritis R. S., male, aged 64. Retired barge-master. September 1947 attended hospital with severe intermittent claudication in the left leg.
Left popliteal neurectomy performed two weeks later. Relieved from pain and returned to work as skipper of a motor boat.
June 1948: Requested operation on right leg, and this performed. January 1949: Severe claudication in left soleus with a claudication distance of 30 yards.
January 1949: Tenotomy of tendo Achillis left side.
Since then he has not returned to work but has been walking about comfortably for at least two miles with little disability resulting from the tenotomy.
(3) Due to Diffuse Obliterative Arteritis R. B., male, aged 55. Very severe claudication in the anterior tibial group of muscles in his right leg. Claudication distance of 20 yards when he was pulled up with intense pain. January 30, 1949, external popliteal nerve crushed. Toe-spring fitted post-operatively. He is now getting about in comfort and can walk two miles without pain but has to go slowly.
(4) Due to Diffuse Obliterative Arteritis A. B., female, aged 61. Admitted to hospital July 1948 with bilateral claudication in the gastrocnemii. Left leg worse than right.
July 1948: Left popliteal neurectomy. November 1948: She asked that the right leg should be operated on and this was done.
Now she can walk any distance, stand in queues and has to be dissuaded from running for buses.
Comment.-Sympathectomy in the treatment of intermittent claudication is unsatisfactory, uncertain and rarely successful and should not be undertaken with promise of relief. Boyd and Learmonth have suggested denervation of the gastrocnemius where this muscle is the origin of symptoms, which is often the case, and sometimes, particularly where the vascular obstruction is segmental as in thrombo-angiitis obliterans, the results are gratifying and the disability resulting is minimal. I have employed this procedure with success following arterial embolism. If the obliterative disease of the arteries is diffuse and progressive, popliteal neurectomy is disappointing as the remaining calf muscles may soon begin to cause symptoms. In such cases it is preferable to defunction the whole group by tenotomy of the tendo Achillis, particularly if the patient's activity is severely limited by pain. Surprisingly enough, the disability again is not very severe and in these subjects physical endeavour has generally given place to slippered ease or a visit to a friend, to church or to the local public house and ability to accomplish this without pain is a source of relief and gratification. Claudication in the anterior tibial group may be very severe and may result in extreme disability. This group may be defunctioned by division or crushing of the external popliteal nerve and a toe-spring can be fitted to counteract the resulting foot drop. In the foot I have relieved pain by injection of a few cubic centimetres of proctocaine into the tender claudicating muscle but have not as yet tried the effect of a neurectomy of the plantar nerves.
The cases described are illustrative of some of these procedures and I can testify that in spite of occasional resulting disability the patients are grateful.
It is, of course, important not to treat cases which show an incipient gangrene, or marked skin or colour changes and I restrict choice of patients to those with healthy skin and subcutaneous tissues. An ill-advised defunctioning may lead the patient to an activity which will precipitate gangrene.
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